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Young men reported substantial HIV/STI risk practices at baseline.
Reports of at least one STI symptom or other factor indicative of poor sexual health in the three months prior to the survey was substantial in all groups, but highest in the rural sites. Less than 10 percent of the young men had ever taken an HIV test. More than one-third of young men in both urban and rural sites reported they had been physically or sexually violent against a partner in the three months prior to the survey. Across the urban sites, 44 percent of respondents were sexually experienced, with an average age of 18 years at sexual initiation. Young men from the rural area were somewhat more likely to be sexually experienced; 50 percent reported having had sex with any type of partner, and their mean age of sexual initiation was 16.
At least one-fourth of young men in the rural and urban sites who reported having sex in the last three months had reported having sex with two or more partners. Condom use at last sex with all partner types in the last three months varied from one-fourth to a little less than half, depending on the study site.
Support for inequitable gender norms was associated with HIV risk.
At baseline, lower scores on the GEM Scale were associated with more reported HIV risk behaviors. Combined data from the three urban sites indicate that young men reporting more support for inequitable norms were significantly (p < .05) less likely to use condoms and more likely to report symptoms of poor sexual health. In rural sites, there was a significant association (p < .05) between lower GEM Scale scores and reporting at least one symptom of poor sexual health, partner violence, and sex with more than one partner.
Intervention participants reported less support for inequitable gender norms after the intervention.
There was a significant (p < .05) positive shift of young men moving from the "low gender equity" category into the "moderate gender equity" and "high gender equity" categories in the intervention sites. Changes in the comparison sites were not significant. Logistic regression analysis at follow up found that a positive change in gender attitudes was correlated with exposure to the intervention.
Partner communication significantly improved in the intervention sites.
In both urban intervention sites the number of men discussing condoms, sex, STIs, and/or HIV with a partner increased almost one and a half times from baseline to follow up, while it decreased in the comparison site. The proportion of men communicating about any of these topics with a partner more than doubled in the rural intervention arm. However, it also more than doubled in the comparison arm.
There was a significant increase in condom use at last sex with all partner types in the intervention areas.
Among the young men who had sex in the last three months, condom use at last sex with all sexual partners increased significantly (p < 0.05) in the urban and rural intervention sites from baseline to follow up. In contrast, condom use stayed the same or decreased slightly in the comparison sites. Logistic regression analysis at follow up showed that men in the intervention arms were 1.9 times more likely to have used condoms at last sex with all partners in Mumbai (p < 0.001) and 2.8 times more likely to have used them in Gorakhpur (p < 0.001) than those in the comparison arms in each setting.
Self-reported violence against a partner declined in the intervention sites.
The proportion of men in the urban and rural intervention sites who reported violence against a partner (either sexual or non-sexual/romantic) in the last three months declined significantly (p < 0.05). In contrast, reported partner violence increased significantly in both the urban and rural comparison groups.
There was a positive trend toward improvements in GEM Scale scores being associated with decreases in HIV/STI risk behaviors.
Analysis was conducted to determine if there was a correlation between positive changes in attitudes among respondents (calculated by subtracting the GEM Scale score at follow up from the baseline GEM Scale score) and reductions in HIV risk behaviors. Although these correlations were not statistically significant, there was change in the right direction.
Young men in the intervention sites reported more positive attitudes toward PLHIV.
Young men in the intervention arms showed significant improvements in their attitudes toward people living with HIV (PLHIV), while attitudes significantly worsened among the comparison groups in both Mumbai and in Gorakhpur.
Young men participated actively in the group education sessions.
Approximately seven in 10 intervention participants attended at least half of the sessions (at least 11 out of 23 total sessions). Some of the most well-attended sessions, with over 70 percent attendance in all three sites, were: "STI and HIV," "Me and my body," "Power and violence," "Testing and counseling," "I am HIV-positive," "Condom use," "What is Gender," and "Sexuality and Reproduction."
The results of this study suggest that young men became less supportive of inequitable gender norms after participating in the interventions, whereas in the comparison groups, there tended to be little or no positive change, or the changes were in the wrong direction. Similarly, there were significant improvements among intervention participants in key outcome indicators, including condom use, partner communication, partner violence, and attitudes toward PLHIV. The study also found that the impact of the group education intervention alone was comparable with the impact of the combined intervention that included the lifestyle social marketing campaign. The intervention activities were also considered culturally appropriate for both rural and urban different settings in India, based on qualitative findings. Given this study's successful results, project collaborators are now proceeding to scale up the Yaari-Dosti program in India's public education sector.
This study showed that change in attitudes and behaviors is a complex and gradual process. Qualitative observation of those who attended the sessions suggests that changes among the young men happened in stages. In the initial stages of the intervention, young men who came into the sessions often denied the idea of gender-based inequality in their society and in their individual actions. As they progressed through the sessions, they moved their position toward accepting that gender-based inequality does exist. Further into the intervention, they acknowledged that some of their attitudes and behaviors were gender inequitable, and that it would be beneficial to change these views.
To maximize the chances of long-term sustainability of these positive changes, there is a need to regularly reinforce the messages related to alternative forms of masculinity and to further facilitate a supportive environment for these changes. It will be important to build alliances for large scale and ongoing discourse on men and masculinities. An immediate response that is recommended is explicit inclusion of discussions of manhood and masculinities in educational activities and widespread promotion of critical reflection about violence and manhood.
There are limitations of this study that should be noted. First, there is a possibility that due to the selfselection of participants who joined the study, they may be more likely to change than those who did not join. Second, outcomes measures relied on self-reports from participants. It is possible that men participating in the interventions were more likely to give what they felt were the "correct" or "desirable" answers. Examples of ways to strengthen findings in future studies include use of a research design with group randomization, use of more objective outcome measures such as biological markers for STI infection rather than self-report of symptoms, and inclusion of interviews with partners of participants to assess their reports of violence reduction and adoption of safer sex practices.
Introduction
In 2006, there were an estimated 2.5 million people living with HIV in India (NACO 2007) . Young people ages 15-24 years accounted for 37 percent of the HIV-infected population (IIPS and Macro International 2007) . This underscores the need to develop effective, youth-oriented HIV prevention programs for this age group.
In many parts of the world, inequitable gender roles are promoted as the norm during the socialization process for both males and females (Barker 2000a; UNAIDS 1999) . Growing evidence suggests that the resulting gender inequity in relationships, where males have greater power than females, often leads to risky sexual behaviors as well as sexual coercion and physical violence, circumstances under which HIVprotective behaviors are difficult to initiate and maintain. Therefore, addressing gender norms, defined as the societal messages that dictate what is appropriate or expected behavior for males and females, is increasingly recognized as a key strategy to prevent the spread of HIV infection, particularly among young people (Weiss, Whelan and Gupta 2000; Barker 2000b ).
Although there is increasing awareness that norms encouraging gender inequality play a role in fostering HIV risk behaviors and partner violence, promoting social norms in favor of greater gender equity is challenging. Few interventions have attempted to directly influence these norms, and few evaluation studies have attempted to measure changes in support for them. In response to this gap, and in light of positive findings from an intervention designed to address gender norms in Brazil (Pulerwitz et al. 2006) , the Horizons Program; CORO for Literacy, an India-based NGO; and Instituto PROMUNDO, a Brazilian NGO, conducted operations research in India to examine the impact on young men of promoting gender equity as part of an HIV prevention program.
Why Gender Matters
As males and females grow up, they are exposed to and internalize societal messages about appropriate behaviors for men versus women. Often these gender norms encourage roles and behaviors that are inequitable and harmful, which can place men and their sexual partners at risk of various negative health outcomes, including HIV and other sexually transmitted infections (STIs) (Rivers and Aggleton 1999) . As part of this socialization process, styles of interaction in intimate relationships are often "rehearsed" during adolescence, and continue into adult relationships (Archer 1984; Erikson 1968; Barker 2000a and 2000b) .
Young men in South Asia, including India, mature and develop in a male-dominated context, with little contact in the post-pubertal period with female peers and little or no sex education. Under these circumstances, masculinity often becomes characterized by male sexual dominance, unequal gender attitudes and behaviors, frequent use of harassment or teasing of young women by men, and lack of sexual knowledge (Pelto, Joshi, and Verma Joshi 1999; Verma and Mahendra 2004; Greene 1997 ).
It has also been shown that gender role differentials widen during adolescence (Devasia 1991; Bruce, Lloyd, and Leonard 1995) as boys enjoy privileges reserved for men such as autonomy, mobility, opportunity, and power, while girls endure restrictions as parents curtail their mobility, withdraw them from school, and closely monitor their interactions with males (Greene 1997) . While gender norms afford boys and young men many advantages compared to their female peers, including greater mobility, these same norms can foster vulnerabilities among males. Specifically, young men may feel pressure to prove their sexual prowess by having unprotected sexual relationships, may feel hindered from seeking information about sexual and reproductive health (SRH) and HIV issues, and face peer pressure to prove their dominance over girls (Barker 2000b) . Differing social advantages have direct and indirect effects on reproductive behavior and future health and well-being, with specific and different implications for boys and girls (Mensch, Bruce, and Greene 1998) . Negative consequences include gender-based violence, sexual abuse of women, and homophobia as expressions of masculinity (Verma et al. 2005) .
Studies from various countries have found that young men often view sexual initiation as a way to demonstrate that they are "real" men; that is, to affirm their identity as men (Marsiglio 1988) . Boys often feel that they must repeatedly prove their manhood through sexual activity. Another common belief about sexuality and sex among young men is that they "know it all," when in fact they are frequently uninformed or misinformed. Various studies suggest that young men have misperceptions about their own bodies, about HIV/STI transmission, and about female sexual anatomy and functioning (Morris 1993) .
Social norms and attitudes that put men in a position of sexual dominance have dire consequences for women's ability to control their own reproductive and sexual health. Social norms frequently hold that it is the male's responsibility to acquire condoms, since for a young woman to carry condoms may be seen as "promiscuous" (Childhope 1997; Weiss, Whelan, and Gupta 2000) . At the same time, the prevailing norms in many settings dictate that since reproductive and sexual health are "female" concerns, women must be the ones to suggest contraceptive use (Greene et al. 2004) . Gender-based power dynamics exacerbate these issues, and women often cannot negotiate condom use when they wish to do so (Amaro 1995; Pulerwitz et al. 2002) .
Another relevant example of men's behavior toward women related to inequitable norms is the use of violence against women. Recent World Health Organization (WHO) reports document that in 48 population-based surveys, between 10 and 69 percent of women reported being physically assaulted by an intimate male partner at some point in their lives (WHO 2005) . A study in India found that use of violent behaviors was an integral component of describing a "real man" and manliness (Verma et al. 2005 ).
In addition to shaping sexuality, gender norms also socialize boys into a set of ideas about household roles and childrearing. Studies conducted in various countries find that fathers tend to contribute about one-third to one-fourth of the time that mothers do in direct child care (Population Council 2001) . While there are substantial individual and context-specific differences, research suggests that young men identify less involvement in domestic roles as part of their understanding of masculinity.
This brief review of the literature confirms that gender norms related to sexual and reproductive health and risk, sexuality, domestic life, and violence influence the socialization of young men worldwide, including in India, and that these norms should be addressed in order to reduce HIV risk and promote gender equality among youth.
Study Objectives
The objective of this study was to reduce HIV vulnerability among men and women and to reduce young men's use of violence against women and girls through the promotion of gender equitable attitudes and behaviors. More specifically, the study aimed to:
• Adapt the Gender Equitable Men (GEM) Scale, initially tested and developed in Brazil, to the Indian context for use as an evaluation tool.
• Test the impact of peer-led group educational activities and community-based social marketing campaigns in promoting gender equitable attitudes and behaviors and safe sexual practices among young men from low-income communities in Mumbai.
• Adapt and test the effectiveness of peer-based group educational activities among young men in rural settings in Gorakhpur, Uttar Pradesh.
Methods and Study Population Study Locations: Mumbai and Gorakhpur
This quasi-experimental study was set in two sites: urban poor communities in Mumbai and rural poor communities in Gorakhpur.
Initially, the research team conducted formative research, and developed and piloted a behavior-change intervention (Yaari-Dosti) with young men in a low-income community of Mumbai (Verma et al. 2006) . As a result of positive evaluation findings, the intervention was expanded in three similar low-income communities in Mumbai: Vashi Naka, Mankhurd, and Cheeta Camp. These are large slum communities located in the northeastern part of Mumbai, each with a population over 150,000. The intervention partner, CORO for Literacy, has had a long-standing presence in these areas working on community development issues related to women's empowerment, literacy, health and sanitation, and disaster management. These communities are culturally and religiously mixed. In some pockets of the study area, Muslims constitute approximately half of the population, with Hindus and Buddhists also represented in large numbers. A majority of the individuals in these communities are migrants, most often single males from other states in India. A majority of the migrants are from eastern districts of rural Uttar Pradesh, followed by those who have migrated from rural Maharashtra state and south Indian states. Migrants tend to live in congested localities with shared accommodation and maintain contact with their natal homes.
Because many of the men in the Mumbai study communities have strong links to Uttar Pradesh, the research team selected a rural area in that state (Gorakhpur in eastern Uttar Pradesh) to serve as the rural study site, for some comparability between groups thus this study examined the efficacy of the intervention in both urban and rural communities. In Gorakhpur, the intervention was implemented by MAMTA (an NGO located in New Delhi that works across the country on adolescent health issues with multiple partners) and DAUD, an NGO based in Gorakhpur.
Study Design and Sample Sizes
The study used a pre/post, quasi-experimental design with three arms in the urban site of Mumbai and two arms in the rural site of Gorakhpur. Study activities were first implemented in Mumbai followed by Gorakhpur.
In Mumbai, the community of Vashi Naka served as Arm 1. The intervention in this community consisted of group education sessions and a lifestyle social marketing campaign (GES + LSSM). Arm 2 was the community of Mankhurd where only the group education sessions were implemented (GES). Arm 3 in Cheetah Camp served as the comparison group and received a delayed GES intervention.
To recruit young men for the study in Mumbai, 10 peer leaders conducted various group formation activities in the selected communities designed to engage young men in the intervention. Each of the peer leaders formed two groups of about 15 young men each who after providing informed consent were enrolled in the study. In all, a total of 875 young men were enrolled in the three urban communities at the start of the intervention and all of them participated in the baseline survey. After the intervention, a total of 537 young men participated in the follow-up survey, a response rate of more than 50 percent in each of the three communities (see Table 1 ).
In the rural site (Gorakhpur), the community of Pali received GES, and Bhathat served as the comparison site, receiving an unrelated intervention on community sanitation and hygiene. Based on power calculations indicating the necessary sample size, the research team aimed to follow 300 young men per arm. Assuming approximately 40 percent loss at follow up based on the urban experience, 500 men were recruited by peer leaders through various group formation activities to participate in the baseline survey and intervention in each arm. Post-intervention, there was almost no loss to follow up, so, to maximize the representativeness of the 300 person sample to be analyzed, the team used systematic random sampling to select 300 of these young men in each community to participate in the follow-up survey (see Table 1 ).
In this report, matched cohort data of young men who were interviewed both during baseline and follow up are presented. Table 1 summarizes the sample sizes at baseline and follow up. 
Data Collection and Outcome Measures
Synovate Social Research Group, an independent research agency, collected the quantitative data using handheld devices. The research team received intensive training on the use of handheld devices and its software (Perseus) in the classroom and in the field. Systems were developed to download the survey data from the handhelds to the mainframe computer on a daily basis to ensure that the data were not lost. In addition to the quantitative data, an independent team of researchers recruited by the partner organizations in Mumbai and Gorakhpur collected qualitative data through in-depth interviews with participants, and in some cases their partners, to aid in the interpretation of the attitudinal and behavioral survey data.
The research team worked very closely with the implementing partners to arrange the participant interviews. Participants were informed about the study objectives, study design, and the need for follow up interviews. Informed consent was obtained from each participant prior to participation.
The key indicators used to assess program impact were attitudes toward gender norms (measured by an Indian adaptation of the GEM Scale), perpetration of partner violence, sexual behavior, condom use, partner communication, attitudes toward people living with HIV (PLHIV), and self reports of symptoms suggestive of poor sexual health.
For sexual behavior, sexually experienced young men were asked about their age at sexual debut; sexual intercourse with different partners including wives, girlfriends, male partners, sex workers, and casual partners (male or female); different types of and number of sexual partners in the last three months; and types of sex acts (vaginal, anal, or oral sex) with each partner. The responses were combined to create a variable representative of participants having had sex with multiple partners in the last three months.
Sexually experienced respondents were also asked about protected sex. Specifically, they were asked about condom use during the last three months with each partner type and what kind of sex they had when a condom was used (vaginal and/or anal intercourse). If a respondent used a condom the last time they had vaginal and/or anal intercourse with all of their sex partner(s) in the last three months, it was coded as condom use at last intercourse with all partner types.
To assess sexual health problems, young men were asked whether they had experienced any of 13 symptoms * during the previous six months. All positive (yes) responses were combined to create a variable representative of a participant having had at least one sexual health problem in the past six months.
Ten separate, dichotomous ("yes" or "no") questions were asked about partner violence. These questions included if the participant had done any of the following to any of their partners in the previous six months: punched, slapped, kicked, pushed, pulled the hair of, hit with an object, insulted, humiliated, threatened, or forced to have sex. Partners included wives, girlfriends (including those they had not had sex with), sex workers, casual sex partners, and male sex partners. A "yes" response to one or more of these questions was considered as having perpetrated partner violence in the past six months.
Partner communication was assessed by asking respondents if they had any discussions with their female partners (wives, girlfriends, casual partners, and/or sex workers) on any of the following topics: HIV, STIs, condom use, and sex.
A series of 20 statements was used to assess attitudes toward PLHIV. For each statement, a score of "1" was given to those who had a negative attitude toward PLHIV, "2" for undecided, and "3" for a positive attitude toward PLHIV. The combined score could range from a minimum of 20 to a maximum of 60 points. This attitudes index was found to be reliable at baseline for Mumbai respondents (Cronbach alpha .71) and Gorakhpur respondents (Cronbach alpha .79). If at follow up a person scored higher than his score at baseline, it was categorized as a positive change in attitudes; if a person scored lower or the same as baseline, it was considered as "no or negative change" in attitudes toward PLHIV.
Indian adaptation of the Gender Equitable Man (GEM) Scale
The GEM Scale was developed by the Horizons Program and Instituto Promundo with young men aged 15 to 24 years (Pulerwitz and Barker 2008) . The original scale includes 17 attitudinal statements about inequitable gender roles (and seven statements about equitable gender roles) in areas of domestic work and child care, sexuality and sexual relationships, reproductive health and disease prevention, intimate partner violence, and attitudes toward homosexuality and close relationships with other men. Through * These were wounds or cuts on your sexual organs; bumps and lumps under the skin in the genital region; burning, stinging, or difficulty when urinating; yellow or greenish discoloration of urine; blood in urine; puss with a strong odor; pain during sex; warts in the genital and/or anal region; redness and itchiness on the penis; small blisters on the tip of the penis; lack of erection; early ejaculation; weakness and itching around genitals.
formative research and a review of the Indian literature on women's status, the GEM scale was adapted to the Indian context by adding specific items. For the Indian adaptation, 34 items, including the 24 original GEM Scale items, were tested using factor analysis and internal consistency checks (Cronbach alpha .78), from which 15 items were selected. Like the original, the items on the Indian adaptation of the GEM Scale are related to multiple domains: reproductive health and disease prevention, sexuality, violence, and domestic life and child care (see Table 2 ).
Each item on the GEM Scale has three response categories: agree, somewhat agree, and do not agree. Each item was scored such that one point was given for the least-equitable response, two points for the moderately-equitable response, and three points for the most-equitable response. Given this scoring system, a participant who gave the least equitable response to all items would receive a total score of 15 and a participant who gave the most equitable response to all items would receive a score of 45. In order to make the results easier to interpret, respondents were categorized based on their total scores: low equity (15-25), moderate equity (26-35), and high equity (36-45).
In addition to categorizing the GEM Scale scores, changes in attitudes over time were also analyzed in order to correlate these changes with other outcomes. For this purpose, a new variable was created for each respondent that reflected his change in GEM Scores over time. If after the intervention an individual's score increased, it was coded as "positive change" and if it stayed the same or decreased, it was coded as "no or negative change." Table 2 
Violence
It is okay for a man to hit his wife if she won't have sex with him A woman should tolerate violence in order to keep her family together There are times when a woman deserves to be beaten
Domestic life and child care
A man should have the final word about decisions in his home Giving the kids a bath and feeding the kids are the mother's responsibility A man is happily married only if his wife brings a big dowry (I) A married woman should not need to ask her husband for permission to visit her parents/family (I) Note: (I) Indicates India specific items
Data Analysis
Quantitative data were analyzed using SPSS 13.0 data analysis software. To determine changes in behaviors and attitudes of the study groups over time, chi-square tests were used as the statistical test of association. Comparison of mean GEM Scale scores before and after the intervention were analyzed using t-tests. ANOVA test of variance was used to assess the significance of the variation in the mean GEM scores across the three groups in Mumbai and between the two groups in Gorakhpur. Logistic regression for correlated data was used to determine associations between changes in gender attitudes and changes in HIV risk, partner violence, and partner communication after controlling for age, education, marital status, and study arm.
Qualitative research data were transcribed into detailed notes by the researchers following the interview. These transcripts were then translated from regional languages into English and then typed into Microsoft Word. Key themes and codes were developed after an initial reading of all the interviews by multiple researchers. Table 3 presents sociodemographic characteristics of the baseline samples in Mumbai and Gorakhpur. Participants in all the study arms were similar with respect to age and median years of education. Participants from rural Gorakhpur, on average, had sex two years earlier than those in Mumbai. Additionally, a larger proportion of participants from Gorakhpur were married than those in Mumbai. This reflects the tradition of early marriage in rural Uttar Pradesh. Employment varied greatly between the different groups. These differences in marital status and employment status were controlled for when undertaking analysis for assessing the impact of the intervention on changes in attitudes and risk behaviors. (1) supports relationships based on respect, equality, and intimacy rather than on sexual conquest, (2) is or seeks to be an involved domestic partner and father, both in terms of childcare and household activities, (3) assumes or shares with his partner reproductive health and disease prevention responsibilities, and (4) opposes intimate partner violence.
Characteristics of the Study Population
The India-adapted version of Program H involved implementation of peer-led group educational sessions in urban and rural settings and a lifestyle social marketing campaign adapted and field-tested in the urban settings for the Indian context.
Peer-led Group Educational Sessions
A total of 23 interactive group education activities adapted from Program H modules and piloted in Mumbai formed the basis of YD's group education sessions. Among the main themes covered in the exercises were gender and sexuality; STI/HIV risk and prevention; partner, family, and community violence; the reproductive system; alcohol and risk; and HIV-related stigma and discrimination. The group educational activities were peer led and used participatory methods of learning: role playing, games, and exercises that engaged young men in discussion, debate, and critical thinking.
In Mumbai, trained peer leaders from CORO, who had led the group educational activities in the pilot study, recruited 640 young men aged 16-28 years from the two slum communities for participation in the educational sessions in this evaluation. In Gorakhpur, 523 young men aged 15-24 years from one rural block were recruited by the trained peer leaders from DAUD to participate in the educational sessions.
In both the urban and rural sites, group education activities were implemented over an approximately sixmonth period. Young men met once every week, usually on Saturday or Sunday evenings. On average each session lasted for over one hour, and very often the discussions spilled over to the next session. The sessions led to intense discussion and debate. Young men often shared examples from their own life experiences, an indicator of the relevance of the methodology and the intervention themes.
Facilitators and field supervisors, together with gender experts, met once every month to discuss and share their experiences about program implementation.
Lifestyle Social Marketing Campaign
The LSSM campaign was carried out in the Mumbai community of Vashi Naka, where about 100,000 people live in a five square kilometer area. The major objective of the LSSM campaign was to reinforce the messages from the group educational sessions, which focused on more gender-equitable lifestyles and versions of manhood through community-based activities conducted in spaces where young men normally congregate. The campaign was developed and led by youth peer leaders from CORO using information gathered during the formative research phase and subsequent testing of messages by the youth leaders in the community. The campaign developed materials that used characters based on young men from these and similar communities. Table 4 lists the campaign's key themes and messages promoted. Being accountable for and sharing responsibility for reproductive and sexual health matters through decreased risky sexual practices and increased condom use
As part of the campaign, the peer leaders developed, pre-tested, and presented two street plays: one addressed violence and control, and the other examined the themes of women as sex objects, sexual risk behavior, and condom use. Five posters were designed to match the themes of the street plays: two reflected the themes of the first play and three focused on the themes of the second play. Each poster included the slogan, "Soch Sahi Mard vahi" ("A real man thinks right") and the logo of the campaign; they were pre-tested in the community before they were distributed to coincide with the street play performances.
In addition to posters, the campaign utilized pamphlets, comic strips, community-based discussions, and t-shirts for projecting an alternative form of masculinity. A mobile booth served as a "dissemination point" for condoms as well as for communication materials in the community.
The plays, posters, and comic books used young male characters that acted in gender-equitable ways and questioned those men who did not. Rather than being accusatory, the messages and stories emphasized the advantages to men of being more gender equitable (e.g., more satisfying relationships with their wives and partners).
Figure 1 Posters used in the campaign
These two posters address the issue of domestic violence and suggest that it is men's responsibility to prevent it.
Results

Baseline Results
The majority of young men supported inequitable gender norms.
GEM scale scores were trichotomized into "high equity," "moderate equity," and "low equity." At baseline, less than 10 percent of the young men in all the sites were categorized as "highly equitable." The majority of young men were distributed across ''moderate" and "low" equity categories. There was not much difference between the rural and urban sites (see Figure 2 , page 20).
Young men reported substantial HIV/STI risk practices at baseline. Table 5 summarizes the risk profile of respondents at baseline. Reports of at least one symptom indicative of poor sexual health-mainly STI symptoms-in the three months prior to the survey were substantial in all groups, but highest in the rural sites. Less than 10 percent of the young men had ever taken an HIV test. More than one-third of young men in both urban and rural sites reported that they had been physically or sexually violent against a sexual or non-sexual partner in the three months prior to the survey.
Across the urban sites, 44 percent of respondents were sexually experienced, with an average age of 18 years at sexual initiation. Young men from the rural area were somewhat more likely to be sexually experienced; 50 percent reported having had sex with any type of partner and their mean age of sexual initiation was 16.
Of the young men in the urban sites who reported having had sex in the last three months, about onefourth of those in the GES+LSSM arm and less than half in the GES arm reported having had sex with two or more partners in that time period. In the rural sites, one-fourth of young men reported sex with two or more partners in the last three months. Close to 33 percent of the respondents in the GES+LSSM and comparison sites and 43 percent in the GES site in the urban setting reported condom use at last sex with all types of partners in the last three months. In the rural settings, this was reported by a little more than one-fourth of respondents. Condom use varied by partner type.
In the urban sites, among the men who reported sex with a casual partner (included casual female and male partners and sex workers), a majority reported condom use at last sex with these partners at baseline. The number of young men who had sex with a casual partner was quite small, and the results should be interpreted in that context. Of the men who had sex with regular partners (including a wife and/or a girlfriend), 60 percent of young men in the GES site reported using condoms at last sex as compared to only 40 percent in the GES+LSSM site and 29 percent in the comparison site. Condom use at last sex in the rural area was lower with both regular and casual partners than in the urban area (see Table 6 ). 
Support for inequitable gender norms was associated with HIV risk.
At baseline, young men who were the least gender equitable based on GEM Scale scores were more likely to report HIV risk behaviors. Combined data from the three urban sites indicate that young men who supported inequitable norms were significantly (p < .05) less likely to use condoms and more likely to report symptoms of poor sexual health. In rural sites, there was a significant association (p < .05) between support for inequitable norms and reporting at least one symptom of poor sexual health, partner violence, and sex with more than one partner.
Post-intervention Results
Intervention participants reported less support for inequitable gender norms after the intervention.
The GEM Scale was administered to all participants at baseline and follow up. The baseline results from each site are presented in Table 7 . Also indicated in the table are whether there were significant changes in responses to each item (either increased or reduced support) by site from baseline to follow up.
In the GES+LSSM urban site, a total of 9 of 15 adapted GEM Scale items changed significantly (p < .05) in the positive direction, that is, toward more support for equitable gender roles. Four of five items in the sexuality domain showed improvement and three of four items in the domestic life and child care domain improved. One of three items improved under both the reproductive health and disease prevention domain and the violence domain. It is worth noting that two of three violence domain items shifted in a negative direction. Three items showed no significant change in either direction.
At follow up in the urban GES arm, a total of 7 of 15 items changed significantly in the positive direction, two items changed significantly in the negative direction, and six items showed no significant change in either direction. In this group, all four items in the domestic life and child care domain changed in the positive direction, while each of the other domains showed improvement in one item each. The two negative shifts were found in the violence domain.
While there was substantial positive change in both of the intervention arms, a similar degree of positive change was not observed in the comparison arm. In this arm, only 2 of 15 items changed in the positive direction, six items changed in the negative direction, and seven items showed no significant change.
In the rural sites, there was also substantial positive change in the intervention arm that was not found in the comparison arm. In the intervention arm, 9 of 15 items changed in the positive direction, two in the negative direction, and four items showed no significant change. In contrast, in the comparison group, there were no shifts toward more positive gender attitudes and behaviors in the rural comparison group: five items shifted in the negative direction while 10 items showed no significant change in either direction. In order to more easily interpret changes in support for gender equity, each respondent's GEM Scale score was categorized as "low equity," "moderate equity," or "high equity." The analysis indicates a significant positive shift (p < 0.05) from the low equity category to the moderate and high equity categories in all intervention areas; with the most significant changes occurring in Mankhurd in Mumbai (urban GES). Changes in the comparison groups were not significant (see In the third analysis of the changes in GEM Scale scores from baseline to follow up, the mean GEM Scale score for each study site was calculated. While the mean scores improved significantly (p < 0.05) in the two urban intervention sites in Mumbai and the rural intervention site in Gorakhpur, mean scores worsened significantly in the comparison site in Mumbai. There was no significant change in the mean score in the rural comparison site. At follow up, the difference in mean scores between the intervention sites (both urban and rural sites) and the comparison sites was also significant (ANOVA test; p < 0.05), with the intervention sites having higher scores than the comparison sites. There was no significant difference between the three intervention sites in the mean GEM Scale scores.
Changes in attitudes were positively correlated with intervention participation. The young men in the intervention arms in both the urban and rural settings were two times more likely to have positive changes in GEM Scale scores compared to young men in the comparison sites (p < .05).
Communication with partners on condoms, sex, STIs, and/or HIV significantly improved in the intervention sites.
There were significant improvements among the intervention participants at all sites in discussing key reproductive and sexual health issues with a female partner in the last three months (see Figure 3) . After the intervention, young men in all three of the intervention sites who had a female partner (either sexual or non-sexual) were significantly more likely (p < .05) to have talked to her about one or more of the following themes: condom use, sexual relationships, STIs, and HIV/AIDS.
In both urban intervention sites the number of men discussing any one of these topics with a partner increased by almost one and a half times from baseline to follow up, while it decreased in the comparison site. The number of men communicating about any of these topics with a partner more than doubled in the rural intervention arm. However, it also more than doubled in the comparison arm. There was a significant increase in condom use at last sex with all partner types in the intervention areas.
Among the young men who had sex in the last 3 months, condom use at last sex with all sexual partners increased significantly (p < 0.05) in the urban and rural intervention sites from baseline to follow up (see Figure 4) . In particular, condom use at last sex almost doubled in the GES urban site and the GES rural site, and more than doubled in the GES+LSSM urban site. In contrast, condom use stayed the same in the comparison sites. Logistic regression analysis at follow up (see Table 8 ) revealed that the likelihood of condom use at last sex in last three months with all partner types was three times higher in Mumbai (p < 0.001) and 4.5 times higher in Gorakhpur (p < .001) among the young men who discussed either condom use, sex, STIs, or HIV/AIDS with a partner as compared to those who did not discuss any of these topics. In addition, those men classified as highly equitable at follow up (based on GEM Scale scores) were 1.6 (p = 0.03) and 1.9 (p = 0.02) times more likely to use condoms at last sex in Mumbai and Gorakhpur, respectively, than those who were classified as the least equitable. Men in the intervention arms were 1.9 times more likely to have used condoms at last sex in Mumbai (p < 0.001) and 2.8 times more likely to have used them in Gorakhpur (p < 0.001) than those in the comparison arms in each setting. Self-reported violence against a partner declined in the intervention sites.
The proportion of men in the urban intervention sites who reported violence against a partner (either sexual or non-sexual) in the last three months declined more than two fold to less than 20 percent (p < 0.05). There was a significant decrease from 50 percent to 37 percent of rural respondents in the intervention arm who reported partner violence at follow up. Reported partner violence actually increased significantly in both the urban and rural comparison groups (see Figure 5 ). Logistic regression analysis (see Table 9 ) revealed that young men exposed to the intervention in Mumbai and Gorakhpur were about five times and two times less likely, respectively, to report partner violence (p < .001). Likewise, highly equitable young men (based on GEM Scale scores) were less likely to be violent with their partners in Mumbai and in Gorakhpur (p = 0.032, p = 0.004, respectively). Young men who discussed such themes as condoms, sex, STIs, and/or HIV with a partner were three times less likely to be violent in Gorakhpur (p < 0.001), but no statistically significant association was seen in Mumbai. Report of sexual health problems during the previous three months decreased significantly in the intervention sites but not in the comparison sites.
The young men in all of the three intervention arms reported a significant decrease in sexual health problems from baseline to follow up (p < 0.05). However, there were no significant improvements in the comparison sites (see Figure 6 ). There was a positive trend toward improvements in GEM Scale scores being associated with decreases in HIV/STI risk behaviors.
Analyses were conducted to determine if there was a correlation between positive changes in attitudes among respondents (calculated by subtracting the GEM Scale score at follow up from the baseline GEM Scale score) and reductions in HIV risk behaviors. Although these correlations were not statistically significant, there was some change in the right direction. For example, young men in the rural sites who improved their GEM Scale scores at follow up were 1.2 times more likely to have used condoms at last sex than those without GEM Scale score improvements.
Comments from young men during in-depth interviews supported the relationship between increased support for gender equity and risk reduction. One young married man reported that since participating in the YD program, he started to respect his wife and communicate more with her, and stopped engaging in multi-partner, extramarital sex. Young men in the intervention sites reported more positive attitudes toward PLHIV.
For the baseline and follow-up surveys, young men's responses on the statements about attitudes toward PLHIV were totaled and scored. If the follow-up score was higher than the baseline score, it was considered to be a positive change or improvement in attitudes toward PLHIV. As shown in Figure 7 , young men in the intervention arms showed significant improvements in their attitudes toward PLHIV. However, attitudes toward PLHIV significantly worsened among the comparison groups in both Mumbai and Gorakhpur Young men participated actively in the group education sessions.
As shown in Figure 8 , about seven in 10 intervention participants attended at least 11 (about half) of the 23 sessions. Some of the most well attended sessions, with over 70 percent attendance in all three sites, were: "STI and HIV," "Me and my body," "Power and violence," "Testing and counseling," "I am HIVpositive," "Condom use," "What is Gender," and "Sexuality and Reproduction." Some participants highlighted the usefulness of the sessions and their impact on their everyday lives. 
16-23 Sessions
At the end of the group educational sessions, some of the young men discussed how their attitudes changed over the course of the YD program, and the facilitators summarized their observations. Based on these observations, the young men often started with denial of or justification of gender inequity, then after some sessions, moved on to understanding and acceptance of the existence of these imbalances. The results of this study indicate that young men became less supportive of inequitable gender norms after participating in the interventions, whereas in the comparison groups, there tended to be little or no positive changes, or the changes were in the wrong direction. Similarly, there were significant improvements among intervention participants-but not participants in the comparison groups-in key outcome indicators, including condom use, partner communication, partner violence, and attitudes toward PLHIV. The evidence suggests that including a gender focus in HIV prevention and care programs with young men is a successful strategy, and one that should be regularly taken into account.
In Mumbai, two different interventions were compared, and this study revealed no significant differences in outcomes between the two groups. While the similar study in Brazil demonstrated greater impact of the combined intervention (group sessions plus a lifestyle social marketing program) on some indicators (Pulerwitz et al. 2006) , here the GES group did as well as the GES+LSSM in terms of improvements in attitudes and behaviors. This does not demonstrate that the campaign in Mumbai was ineffective, as the study design did not permit an evaluation of the impact of the campaign component alone. But the data do show the value of group education among men in the study communities. Based on this study's successful results, project collaborators are now proceeding to scale up the Yaari-Dosti program in India's public education sector.
In regards to the India-adapted GEM Scale, a multi-stage process was used to ensure that the items were relevant in the Indian context, and the psychometric evaluation suggests that the adapted scale is reliable and valid. Positive change in overall scale scores was clearly measured for the intervention participants, while similar change was not seen among comparison group participants. In terms of change on specific items and domains within the scale, the domain of domestic life and child care seemed to fare best overall, with three of the four items shifting in the positive direction in all intervention sites. On the other hand, changes in the violence domain were inconsistent, as two of the three items shifted in the negative direction in each of the three arms in Mumbai, while this negative shift was not seen in the rural site, Gorakhpur. Nevertheless, the study did document a significant reduction in reported partner violence among intervention groups in both regions, whereas there was a significant increase in reported violence among respondents in the comparison groups. Whether both the positive and negative reported changes in attitudes and behaviors represent social desirability bias or true change is not clear. Perhaps, for example, a reduction in reported violence among intervention participants and increase among comparison group participants is due to increased awareness of violence among all participants but a lack of exposure to subsequent intervention activities in the comparison group. Findings from the qualitative data support positive reductions in physical and verbal abuse by men who took part in the interventions.
It is clear that attitudes toward violence are deeply rooted and thus may be more difficult to change. Study findings indicate that men perceive violence as a tool to control women and justify it through various reasons. Recent data from the National Family Health Survey (Round 3) in India show that 40 percent of ever-married women had experienced physical, sexual, or emotional violence from their spouse. The data also show that the prevalence of violence among women who report that a husband beating his wife is justified in at least one situation is 41-44 percent, as compared to 30 percent among women who state there is no reason that can justify this kind of violence (IIPS and Macro International 2007) . To best address violence against women in this context, programs should include a substantial proportion of violence reduction activities plus sufficient time and space for discussions on these issues. Further, programs should find ways to work with couples in addition to working with men and women separately.
The evaluation of the program found a number of positive changes, but the question that naturally follows is, how sustainable are these changes? One would need to follow these young men for a considerable amount of time to assess the strength and sustainability of changes in their attitudes and reported behaviors. In the similar study in Brazil, positive changes were maintained during the follow-up data collection period, six months after the intervention ended (and were not seen among the comparison group). In the current context, the prevailing masculinity norms and expectations from men to behave in a stereotypical manner are generally strong and operate in a variety of subtle yet profound manners. There is an obvious need to regularly reinforce the messages of alternative forms of masculinity, and to continue to support normative change through an "enabling" environment. It will be important to build alliances for large scale and ongoing discourse on men and masculinities. An immediate response that is recommended is explicit inclusion of discussions of manhood and masculinities in educational activities and the promotion of critical reflection about violence and manhood.
There are limitations of this study that should be noted. First, given the self-selection of the study participants, they may be more likely to change than those who did not join. Second, outcome measures relied on self-reports of participants. It is possible that participants sometimes gave what they felt were the "correct" or "desirable" answers. Examples of ways to strengthen findings in future studies include the use of a research design with group randomization, the use of additional outcome measures such as biological markers for STI infection, and/or the inclusion of interviews with partners of participants to confirm change reported by the participants.
While findings suggest that the interventions were successful in a variety of ways, the study showed that change in attitudes and behaviors is a complex process. Not everyone who attended the program changed in a positive direction, and most changed from the "low equity" to the "moderate equity" level as measured by the GEM Scale, with few men shifting into the "high equity" category. Qualitative observation of those who attended the sessions showed that changes among men happened in stages. In the initial stages of the intervention, young men who came into the sessions often denied the idea of gender-based inequality in their society and in their individual actions. As they progressed through the sessions, they moved their position toward accepting that gender-based inequality did exist and that their attitudes and behaviors were gender inequitable. Finally, participants acknowledged that change was worthwhile for themselves, their partners, and the greater society. Promoting gender equity takes ongoing effort, but led to some important changes that resulted in reduced HIV risk for the young men and their partners.
